SUMMARY Vertical banded gastroplasty has replaced jejunoileal bypass in the surgical treatment of morbid obesity. Although this procedure carries a low incidence of early postoperative complications there is little information on either longer term follow up or the impact on nutritional status. The present study describes the outcome in 42 patients with morbid obesity who underwent vertical banded gastroplasty and were followed up in a special nutrition clinic between nine and 36 months postoperatively. Body mass index (BMI) fell from a preoperative value of 47.4 (6.7) kg/m2 (mean (SD)) to 37.5 (5.8), 35 (6.2), 33.9 (6-1), and 33.1 (5.7) kg/M2 at 6, 12, 24, and 36 months respectively. Immediate postoperative complications were minimal but during follow up four patients developed stenosis of the gastroplasty stoma and required reoperation. Plasma albumen concentrations were maintained but three patients developed iron deficiency anaemia. Most patients were able to eat a normal diet in reduced quantities and noted a marked improvement in the quality of life. The benefits and safety of vertical banded gastroplasty suggest an important role for this operation in the management of morbid obesity.
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Although jejunoileal bypass is effective in the surgical treatment of morbid obesity, this operation has an unacceptably high incidence of late metabolic complications.' As a result jejunoileal bypass has now been largely abandoned and superseded by gastric reduction surgery. In 1967 Mason introduced gastric bypass2 in which the stomach was partitioned and the proximal pouch anastomosed to a loop of jejunum. This (Fig. 1) . The stomach was decompressed through a nasogastric tube placed through the stoma for the first 24 hours after operation.
POSTOPERATIVE MANAGEMENT
Oral fluids were reintroduced during the first three or four postoperative days. Patients were advised to consume homogenised food for eight weeks. This was sometimes supplemented by sip feeds such as Ensure (Abbott). Patients were warned about foods such as white bread, oranges and red meat, which many found difficult to swallow. Similarly, they were warned about high energy foods, such as chocolate, ice cream, biscuits, and sweet drinks.
Patients were seen regularly at the Surgical Nutrition Clinic. In addition an informal 'support club' was started for these patients. Body weight was recorded in light outdoor clothes without shoes on an electric scale reading to 0.1 kg. Measurement of plasma albumen and haemoglobin was performed regularly. Dietary intake was assessed by informal interview and records kept by the patients. Oral iron (ferrous sulphate 200 mg twice daily) was prescribed for those whose dietary iron intake was low.
QUALIFY OF LIFE
A group of 19 patients who had been operated on between 12 and 24 months previously was interviewed by one of us (SD) who was not a member of the Surgical Nutrition Clinic and therefore less liable to influence the response to questions. The interview elucidated the attitudes of the patients towards a number of life situations outlined in Table 1 .
Results

PATIENTS STU DIED
During the period between September 1982 and December 1986 vertical banded gastroplasty was performed on 45 patients who had previously not 
Discussion
For the purposes of the present study BMI was chosen as the most satisfactory criterion for the definition of morbid obesity. This index has the advantage over calculation of percentage excess weight for height in that it avoids the need for constant reference to standard weight and height charts. Several studies emphasise the major health problems that obese patients experience and indicate that a BMI of greater than 39 is associated with a significant increase in the risk of death from obesity related illness."-' The aim of vertical banded gastroplasty in the present study was to reduce BMI towards levels at which risk of obesity associated illness is reduced. This was achieved in the majority of patients during the first postoperative year. It has been emphasised that for gastroplasty to be effective this early weight loss, which has been shown by other authors,""'4 should be maintained during the follow up period. Despite intensive efforts it was not possible to keep in contact with all patients and our data may be biased towards more favourable weight loss if there were several with poor weight loss amongst the defaulters from follow up. Nevertheless, our findings indicate that in many patients a reduction in BMI may be maintained for up to three years after surgery.
Gastroplasty achieves the objective of weight reduction by physically limiting the size of a meal and the speed at which patients can eat. " These dietary restrictions can be overcome by deliberately consuming high energy foods and fluids and by eating more frequently. Failure to lose weight and weight gain in the late postoperative period have been noted by several authors after vertical banded gastroplasty.""' 14 16 This may be because of stoma dilatation and staple line dehiscence in a small proportion of patients."' 14 The findings from the present study are in agreement with those of other authors who have shown that vertical banded gastroplasty is a safe operation in the surgical treatment of morbid obesity."'" 13 14 Leakage from staple lines"1'3 and operative injury to the oesophagus, stomach"' and spleen" have produced problems in some series but none of these complications were encountered in our patients. Severe vomiting is a well documented symptom after vertical banded gastroplasty and can occur in up to 19% of patients.'" As noted by Shearman et A further question in the management of these patients is the optimum feeding regime in the postoperative months. We had hoped to reduce the symptoms of pain and vomiting that some of our patients experienced by insisting on a homogenised diet. In fact, our patients declined to keep to this regime which we now regard as too rigid; instead, an adequate intake of formula feeds should be ensured.
Patients with morbid obesity usually fail to reduce their weight significantly by diet alone.' 22 They become increasingly incapacitated, miserable and ill. In view of the severe problems which have followed previous methods of gastrointestinal surgery for weight reduction'2 we are cautious in predicting longterm results. The dramatic weight reduction and striking improvement in quality of life with minimal surgical complications, however, are sufficient to warrant further evaluation of this procedure. 
